Introduction
As family practitioners play an increasingly active role in the treatment of patients with psychiatric problems, several questions arise. Is he competent to handle psychiatric patients, and if so, which types? Does he do as good a job as the psychiatrist, psychologist or psychiatric social worker?
In this paper I have described 287 psychiatric patients in my general medical practice -who they were, what problems they presented, the therapy provided and how they fared after treatment. I have also compared a group of patients treated by me with a group who were treated by mental health professionals (most of whom were psychiatrists) to determine whether or not the type of therapist made a difference. VoI.21, No.7 the degree of his improvement to be assessed. The 107 'psychiatric' patients seen only once are included in this paper only for purposes of description, as seen in Table I .
The information obtained from each patient included:
• Demographic characteristics -age, sex, occupation and marital status. • Symptoms as described by the patientanxiety, somatic complaints, depression, suicidal tendencies, hallucinations, depersonalization, phobias, insomnia and others. • Duration of symptoms. Manual, II). In addition, a practising psychoanalytically-oriented psychiatrist was provided pertinent data which included symptomatology, functional impairment and mental status of the patients. A high positive correlation between her diagnoses and mine was noted. • Severity of symptoms at the time of initial visit -severity was coded as absent (0), absent-mild (1/2), mild (I), mild-moderate (I 1/2), moderate (2), moderate-severe (2 1/2) and severe (3) . The psychiatrist already mentioned rated the severity at the time of the initial visit and, again, her assessments and mine were highly correlated. • Types of therapyof the 287 patients included in the follow-up study, 26 were seen by mental health professionals, a figure which compares favourably with the 10 percent referral rate to psychiatrists from general practitioners mentioned in another study (2) . The vast majority of referred cases were seen by a psychiatrist rather than a psychologist or psychiatric social worker. I treated the remaining 261 patients. Comparisons of outcome scores were made for these two groups. • Results -the 287 patients in the follow-up group were rated in relation to change in symptoms, in degree of functional impairment, in mental status, level of severity of disease at the time of final evaluation and any new symptoms. The evaluation of the degree of change was determined by comparing the initial severity with that at the time of follow-up, severity being measured as previously described.
The follow-up severity ratings of a psychologist (an associate professor at a private eastern university), based on information concerning the patients' symptoms, functional impairments and mental status examinations correlated highly with mine (at .904 level). The psychologist rated 29 fewer patients than I did, because follow-up was not available at the time of her evaluation.
Findings
As noted in Table I , the diagnoses of the 'psychiatric' group were as follows: 74 percent of the population was classified as neurotic and 11 percent as adjustment reactions, while the remainder comprised psychotics, drug and alcohol addicts, character disorders and others. It should be noted that since many of the neurotic patients were severely ill and some even suicidal, the designation 'neurotic' does not connote mild or benign illness. These diagnoses compare very closely with the study by Shepherd et al. (5) which presented 4.2 percent cases of psychosis, 63.4 percent neurotic patients, 3.9 percent character disorder individuals and 28.5 percent miscellaneous diagnoses. The overall psychiatric incidence of 8.2 percent in this study (excluding asthma, GI and skin disorders, which could have added another 8 percent or so) is very close to that cited by Locke and Gardner (3), who found a 16.9 percent incidence of psychiatric problems in the practices of 58 general practitioners and four internists.
Types ofTherapy
My approach to therapy was eclectic, at times being supportive and fostering catharsis, while on other occasions being directive and offering interpretations of behaviour. Sometimes I conducted marital counselling during which both husband and wife were seen together in hourly sessions for two to six visits. Suicidal patients were seen frequently and often hospitalized at the Windham Community Memorial Hospital for periods of one to two weeks. Drug addicts were detoxified as outpatients, and then participated in weekly hour-long sessions. Menopausal depressed patients were treated both with supportive and insightoriented, hour-long talk sessions as well as with antidepressants. I offered psychiatric 'interpretations' frequently in the hope of placing various patient fears in proper perspective, so that the patient would be better able to identify the problem and thereby cope with it. I confronted patients with patterns in their behaviour by exposing how a patient might be manipulating others, how he might be dependent on others and dislike it, or might be dissatisfied with himself for failure to meet his intellectual and emotional potential and by uncovering areas of resentment toward his spouse or members of his family.
All my patients must be categorized as having had short-term therapy, since most were seen only five times and none more than twenty-two. Confrontation and interpretation, often employed on the first or second visit, seemed to enable therapy to be short-term without compromising its effectiveness. These tactics also kept the cost of treatment down. Many patients seemed to feel relieved immediately; they no longer felt overwhelmed, confused and incapable of coping. The fact that they could concretely identify some of their underlying problems seemed to lessen their frustration and gave them something to actively work on.
Improvement Over a Period of Time
Follow-up. information was obtained from the 'psychiatric' patients for a period of between two months and 42 months after the initial visit.
When the patients were divided into groups who were followed up between 0-5 months and between 12-23 months, the degree of improvement in the latter (86 percent) was significantly greater than the degree of improvement in the former (73 percent). However, when follow-up was obtained between 24-42 months, the degree of improvement (75 percent) was less than that for the 12-23 month period (86 percent). The 12-23 month time period might conceivably be the most advantageous time to terminate therapy.
Number of Visits and Improvement
When the entire group of psychiatric patients treated by me (261 -287 minus the 26 who were seen by mental health professionals) was considered, the number of visits made no difference in terms of the Duration in months at time of follow-up Fig. 1 degree of improvement. t But among the persons I treated who were judged to have improved (192 patients), those who were treated in 2 to 4 visits improved significantly less than those who had five or more visits (p<.Ol). It should be noted that patients may have been three or four times over a period as short as several months or as long as 3 1/2 years.
It is important to evaluate whether or not a patient is improving within the first six months of the treatment process, since a change in therapy or therapist might be indicated. not rapidly improving early in the therapeutic process, psychiatry might become more efficient. Other authors (4) have made pleas for coordinating appropriate therapists with patients in the hope of effecting greater and quicker progress.
Treatment by Family Practitioner versus Treatment by Mental Health Professionals
When the 261 patients whom I treated were compared to the 26 treated by mental health professionals, there was no significant difference in improvement scores. tt
In order to further validate these results, a sample of twelve patients treated by a mental health professional and twelve patients whom I treated were matched for sex, age, marital status, occupation, diagnosis, duration of treatment and severity. The mental health professional had 8 mild and moderate, and 4 severe patients; I had ten mild and moderate, and two severe patients. As seen below, no difference in outcome was noted between these groups.ttt
Discussion
The data indicate that I treat a variety of psychiatr'ic patients who are comparable in diagnosis and severity of illness to patients seen by mental health professionals. The outcome results are also comparable. This is not surprising, since I have a good deal of interest in psychiatry, and I think I do a conscientious job. And this can be said about many other areas of family practice such as diagnosing appendicitis without being a surgeon, treating a patient with a myocardial infarction without being an internist or delivering a baby without being an obstetrician. A generalist M.D., then, can obtain results comparable to those of a specialist M.D. in treating psychiatric patients.
Another point to consider is that many patients improve spontaneously, and this in itself might tend to make outcome results comparable, which may well be a determining factor (5) -the fact that many patients improved even though seen for only two or three visits supports this thesis.
The data on the number of visits indicate that of these patients who improved, the degree of improvement is greater in those seen more often. This lends support to the efficacy of treatment and is a rationale for further treatment if within the first six months it can be determined that the patient is improving.
For many reasons I would urge family practitioners to develop an interest in treating psychiatric patients. First, there has always been and probably will continue to be a shortage of psychiatric personnel. Second, there are many patients who would prefer to be treated by their family practitioners in order to avoid the social stigma of being labeled a 'psychiatric case'. Third, very often there already exists the positive rapport between physician and patient necessary for successful therapy. But most important, the family practitioner is competent to treat many psychiatric problems as well as the psychiatrist, provided he maintains a degree of conscientiousness comparable to that with which he treats his other areas of interest in family practice -that is, as long as he considers himself a professional. Psychiatric patients treated by a family physician were studied. For those who improved (192 patients), a greater number of visits was correlated with better improvement scores, p<.05.
A group of 26 patients treated by a mental health professional were compared with 261 patients treated by a family physician. Treatment was equally successful for each group, p<.05.
